This collection began as a conversation between Rima Apple and Janet Greenlees several years ago. We were both researching different forms of health care in the home. Though the time period and the location of our studies were very different--one in 19th-century Manchester and the other in 20th-century Scotland--we soon recognized that we were both investigating the same phenomenon, the pivotal role women played in bringing modern health care to underserved and unserved populations. Knowing that our findings were not unique to our times and places, we sought out other historians whose work might complement and even challenge our conclusions. Linda Bryder and Ciara Breathnach agreed to join us in studying this research question during the summer of 2015. Our collaboration resulted in a panel presented at the American Association for the History of Medicine in 2016. Conversations continued with a workshop, "Locating health care in the home: The experiences and innovation of nursing in the domestic sphere from the UK to New Zealand, 1860-1960" held at the 2016 Society for the Social History of Medicine and with extensive correspondence. Together we identified striking similarities and differences among and between public health nursing in the Anglo-world. Some of the similarities resulted from environmental conditions, as health reformers in different parts of the world faced similar conditions; others were the direct result of concerned women seeking 2 to improve the lives of those they considered their less fortunate sisters. The differences were usually the consequence of the particular situations in which these women found themselves.
Collectively our research draws a fascinating transnational picture of these women who entered into private homes to instruct patients on how to keep themselves and their families well.
Our discussions focused on the following four cases studies. Apple's analysis centers on 19th-century Manchester health visitors--working-class women whose roles were designed by and paid for by concerned middle-and upper-class women. These women entered the homes of the poorest residents teaching the principles of cleanliness and the practices of white-washing.
Their first-hand observations of conditions there led them to extend their ambit to nutrition, infant feeding, and child health. Bryder focuses on the Royal New Zealand Plunket Society (initially the Society for the Health and Women and Children) as early 20th-century national anxieties over child health sent Plunket nurses into private homes. These women like the health visitors, offered advice on modern child care, and became important to mothers by providing emotional as well as practical guidance. Greenlees and Breathnach return to the northern hemisphere with studies of the Queen Victoria's Jubilee Institute for Nurses (QNI), similar institutions shaped uniquely by their political and cultural circumstances. Greenlees notes that in Scotland Queen's Nurses received extensive training that could prepare them for only some of the situations they faced in the rural villages. Breathnach identifies denominationalism, the links between healthcare and the Poor Law, the presence of established traditional practitioners and the associated class issues as the key challenges that Queen's Nurses faced in Ireland.
The history of philanthropy, particularly of public health visiting and of nursing, presents scholars with several challenges, often related to the poor record keeping typical in the initial phases of an institution's evolution. We used a range of methodological approaches and sources 3 to explore the development and legacy of our respective case studies. All rely on annual reports, newspapers, parliamentary papers, medical and nursing journals, and personal correspondence to evoke a sense of how each scheme was perceived in and by the communities they served.
Additionally, Greenlees' innovative oral histories with retired Scottish Queen's nurses provide a rich seam of knowledge about how domiciliary schemes operated in poor parts of Scotland from 1950-2000.
In many aspects, these agencies were quite different in terms of class and in terms of financial support. The intended clients of health visitors and the Queen's Nurses were the working class and the poor; the Plunket nurses attended all who invited them into their homes.
The Manchester health visitors were initially working-class community women, who received minimal training and were supported by the philanthropy of local middle-and upper-class charitable women. However, as Medical Officers of Health recognized the benefits of these public-health workers, they were slowly incorporated into the formal structure and governance of public health departments and the position of health visitor was professionalized as a specialization of nursing. This provided a relatively secure funding stream for the health visiting but the women who were employed as health visitors were much less likely to be working-class.
Plunket nurses were professionals from the outset, employed by the New Zealand Plunket Society, which zealously protected its independence from government control but was not averse to receiving government support, supplementing its voluntary funding. The Queen's Nurses in Scotland and in Ireland were also professional nurses from the outset of the programs, and their finances varied. Communities aiming to establish a nursing position in their area had to form a District Nursing Association (DNA), which in turn had to give and undertaking to provide suitable accommodation and payment for the nurse. Contributions had to be raised from the communities they served; philanthropy and, in some cases, government agency funding were central to maintaining the positions. This contingent funding placed the nurses in a somewhat precarious position, uncertain at any given time on how much support they could depend.
Each program served a specific clientele, depending on the tenets of its sponsor and local conditions. The Salford and Manchester Ladies Sanitary Association focused on those living in the poorest sections of the cities and clearly announced that their health visitors were to visit all, regardless of creed. They accommodated both Catholics and Protestants. And, though they did not serve Jewish households, they did facilitate the establishment of the Salford and Manchester Although these projects, on the surface, appear quite different; our analysis highlighted more their common, underlying principles and practices. We found three most significant. The first is the aristocracy and the importance of marital connections that supported many of these initiatives; the second is the inventiveness of the practitioners who often worked under dire circumstances; the third is the importance of the relationship that developed between practitioners and clients. Most critically, the stories of these nurses disclose how the patient-nurse relationship shaped health-care delivery in the nineteenth and twentieth centuries, strengthening our understanding of the work of public health nurses, in the past and today. These nurses sought to work with their clients, not impose their ideas on them. Of course, they saw that their advice was "correct," but they knew that it was not always immediately apparent to their clients. In the West of Ireland, the nurses found that their job was as much indoctrination as it was care. But, once trust was established, the provision of health care in the home was a resounding success and, as Breathnach shows, outcomes of birthing in the domiciliary context improved dramatically. In Scotland, the nurses also found they needed to bring reluctant householders along. Taking time to get to know their patients and their families, the Scottish Queen's nurse used these networks of trust in health education. Both patients and their families were invited to participate in "experiments" to judge whether traditional medicine or the Queen's Method was 7 more successful. An unintended outcome was that the nurses also learned some new treatment methods. Plunket nurses also admitted learning from their clients, the mothers.
We hope that our research and the papers that follow stimulate more comparative and cross-cultural studies to test our conclusions about similarities among public health nursing programs. Our case studies examine the Anglo-world. Do our findings hold true for other parts of the world? Do such public health nursing programs typically begin outside governmental agencies? Regarding the financial support and sponsorship of public health nursing programs, each of our case studies emerged from a group of concerned women who recognized problems in their communities. Each was challenged by governmental and legislative interventions that changed the nature and even the scope of their work, including the Plunket Society, which held out against government encroachment until the 1980s (beyond the scope of the study presented here). [As a counterfactual historical question: could the Manchester health visitors have developed into a Plunket-like society without the intervention of government controls?] Have many (most) independent public health nursing programs been absorbed into public health departments? Is this a necessary step in the evolution of public health nursing or does it shift the focus away from patient-practitioner relations and associated, established networks of trust? If it is, how can we maintain community involvement to insure that programs are responsive to local needs and conditions? These questions are not new in the historiography of public health nursing, but building on case studies such as these can provide new insights and potential avenues for future research in addressing these critical issues.
In the process of developing these papers and this section, we have created an informal, but productive and supportive research group. Our collaborative work has enriched the individual projects and expanded our understanding of the nature of public health nursing
